Introduction
Wing et at. (12) , in their discussion of the evaluation of psychiatric care delivery systems note that much of this research must be ad hoc and piecemeal. However, they feel that a basic strategy can be outlined in the form of six questions. How many people are in contact with various services already existing, what patterns of contact do they make, and what are the temporal trends in contact rate? What are the needs of individuals and of their relatives? Are the services presently provided meeting these needs effectively and economically? How many other people not in touch with services, also have needs, and are these needs different from the needs of those already in contact? What new services or modifications to existing services are likely to cater for unmet needs? When innovations in service are introduced, do they in fact help to reduce need? This paper investigates the first and most basic of these questions. It describes the psychiatric services currently available in the Province of Saskatchewan and the number of people in contact with them for the period January 1971 to December 1972.
The Psychiatric Care Delivery System
In Saskatchewan, a variety of medically oriented alternatives for the prospective consumer of psychiatric health care exist. As well as defining these facilities and services along the dimensions of 'inpatient-outpatient', it is possible to delineate them in terms of the method of payment for services rendered and the method of reimbursement of the medical professionals involved, termed here a 'public-private' dimension. The 'public' facilities are those in which the cost of services are borne directly by the provincial government, and the medical professionals involved are salaried. The 'private' facilities are those in which inpatient costs are borne directly by the provincial hospital insurance plan, (SHSP), medical services are billed for on a fee-far-service basis through the provincial medical insurance plan (MCIC), and the medical professionals involved receive reimbursement on a fee-for-service basis.
The public sector provides extensive specialist inpatient and outpatient care and other specialized services. In providing these services primary emphasis is given to treating of patients in the community and, if possible, keeping them there. The services are offered on a regional basis with catchment areas of 75,000 to 200,000 population. The 'public' facilities and patients are subject to the provisions of the Mental Health Act .
In contrast, the emergent 'private' sector is part of the more diversified general health care system. It is essentially an unorganized collection of solo practitioners, both specialist and non-specialist, with few auxiliary or after-care Vol. 21, No.2 services. Since there are no private hospitals, inpatient care is given in general hospital wards providing essentially unspecialized care for psychiatric patients. The private sector does not operate under a special legislative umbrella.
Perhaps the terms 'private' and 'public' are somewhat inappropriate because both service sectors are supported by the public purse. The 'public' sector is directly funded by provincial government funds, whereas the 'private' sector is indirectly funded by a comprehensive public medical care insurance program, with costs shared by the federal and provincial governments.
Problems arise concerning the number and types of patients treated by each sector; the degree of overlap in the delivery of services; and the differences between sectors, if any, in patient career characteristics, such as length of stay, number of contacts and subsequent hospitalization episodes.
Problems such as these have been largely unanswerable in any jurisdiction because of the lack of data on the private sector which have often been extremely difficult if not impossible to obtain. It has always been recognized that research work utilizing only records of patients of 'public' facilities is biased.
Sources and Collection of Data
Saskatchewan is in a particularly fortunate position to provide answers to the questions raised above. The data required on both the 'public' and 'private' sectors of the psychiatric care delivery system are present and amenable to linkage at the individual patient level. These data exist in machine-readable form and are held separately by the various provincial health agencies. Figure I . details the sources of care for psychiatric illnesses in the province and the various data reporting systems involved.
For historical reasons which are by no means unique to Saskatchewan, fairly comprehensive data are available on those patients who have had or continue to have contact with 'public' psychiatric facilities, either as inpatients or outpatients. This information is contained in the [This case and contact register does not deal with: the retarded in training schools or receiving outpatient services from Core Services Branch of the Department of Social Services; children and adolescents treated in small private inpatient facilities; alcoholics and drug addicts treated under the provincial alcoholism commission. However, fairly detailed sociodemographic and treatment information of these classes of psychiatric patients is reported in Statistics Canada Mental Health Statistics publications. This is event-centered information.
province's psychiatric case and contact register system which records basic socio-dernographic data as well as administrative informationlength of stay, number of admissions, and treatment including, diagnosis, drug use and contact (8, 9) . t
In contrast, the 'private' sector, has no readily available case register, but it is possible to derive considerable data from two sources -the MCIC data files (a complete record of a patient's medical care utilization) and the provincial medical care program which insures care and treatment of psychiatric illness delivered by fee-for-service practitioners.
This MCIC data file is patient centered and contains medical and administrative information on each patient-practitioner contact.
From the annual event-centered SHSP data files it is possible to derive data on the hospitalization of patients in the general and psychiatric wards of general hospitals. This data file contains patient socio-demographic, medical and administrative information on each hospitalization event.
Both the MCIC and SHSP files are essentially administrative data files concerned with financial accounting. In contrast, the Psychiatric Services Branch (PSB) file is essentially a social book-keeping data file with some administrative functions.
However, what is common to these diverse data files is a unique patient identifier. This SHSP Registration Number is a provincial health insurance number which guarantees access to the various health services and facilities of the province. Linking of the various PSB, MCIC, and SHSP data systems involved is possible because of this patient identifier. The vast majority of the linkage can be done on a computer program basis. There may arise a few residual cases requiring manual inspection and decision (I, 2).
For the purposes of this evaluation of patterns in the delivery of psychiatric services during the 1971 to 1972 period, a research file was created which contained data on all persons who had received medical treatment for an explicitly psychiatric disorder, from PSB, from a physician paid on a fee-for-service under MCIC, and/or in a provincial general hospital.
The resulting research data file provides a history of the psychiatric health care utilization behaviour of all patients who have been treated for a psychiatric illness in the province during the period of January I, 1971 to December 31, 1972, irrespective of the facilities in which this treatment was delivered (1, 5) . This data file, since it has keyed on explicitly psychiatric diagnoses, and diagnoses rather than type of service delivered, will give conservative estimates on the number of patients and patterns of contacts in the delivery of psychiatric care in the province of Saskatchewan.
Patient Volumes and Service Sector Activity
During the period of January I, 1971 to December 31, 1972 a total of 123,099 patients (70,330 in 1971 and 78,045 in 1972) received treatment for an explicitly psychiatric diagnosis from a medical doctor (see footnotes to Table I As Table I shows, the vast majority of patients seen on an outpatient only basis in 1971 either continue as outpatients or receive no treatment at all in the following year.
The 'Private' Sector
In 1971, 65,418 and in 1972, 73,426 persons were treated by fee-for-service practitioners for explicitly psychiatric diagnoses. Table II , the 'inpatient only' mode of treatment category refers largely to those hospitalized for treatment with a secondary psychiatric diagnosis. Due to ambiguities in the reporting system and the method of data collection, these data on inpatient activity also refer to any patient treated in a psychiatric wing of a general hospital as well as to those treated in general wards of general hospitals (5) . Table III provides details on the types and the combinations of practitioners delivering psychiatric services in the private sector. It is evident that the vast majority of the patients receiving medical treatment for explicitly psychiatric diagnoses are receiving it from general practitioners -approximately 78 percent are seen only by general practitioners, and 12.0 percent by psychiatrists.
'Private -Public' Sector Interface
The data in a preceding section of this paper showed that the 'private' sector, contrary to initial expectations, treated more than six times as many patients as the 'public' sector. This leads to questioning of the interrelationship between the private and public sectors -do the service sectors cater to the same or different psychiatric populations?
As Table IV shows, the vast majority of private sector patients receive treatment only in the private sector from both general practitioners and specialists. Only 11 percent to 12 percent of the patients receiving private sector treatment in any one year have also received public sector treatment in either year.
In the public sector approximately half the patients have also received private sector treatment in the same year. Approximately a third receive private sector treatment in the alternate year. No doubt some of the interaction reflects normal referral patterns.
Part of the imbalance in the interaction between the private and public sectors results from the relative sizes of the two sectors; in the private sector approximately six times as many patients are seen as in the public sector.
The data reported in Table V dealing with private and public sector activity by speciality of the fee-for-service physician, again indicate this separateness between the private and public sectors. Approximately 95 percent of the patients seen by general practitioners are treated only in the private sector, whereas 30 percent seen by psychiatrists are also treated in the public Vol. 21, No.2 sector in the same year. They are far more likely to have inpatient as well as outpatient treatment in the public sector. The greater public sector activity of these patients is partially a function of the ambiguity of the reporting system for the university hospital-based practice. However, there is no doubt that it indicates a somewhat greater likelihood of public sector activity on the part of private sector patients who receive treatment from psychiatrists. The suggestion that this greater interaction reflects a 'sifting' of the more 'difficult' patients through the private specialist sector into the public sector merits further investigation.
Discussion: A Caveat
The data reported here are essentially descriptive and a cautionary note is necessary before going automatically to psychiatric morbidity.
The reporting systems involved record a variety of phenomena both on the part of the patient and on the health care practitioners. Morbidity is often measured in terms of contacts with services but, as Wing points out, such 'service contacts' on the part of the patients may reflect three distinct factors -the biological or psychological abnormalities of the illness itself and the primary residual impairments it causes; the adverse attitudinal and behavioural reactions which accumulate whenever primary impairments are present (for example, lack of confidence in the ability to obtain a job, maladaptive attitudes or personal habits); handicaps which exist independent of any illness (lack of occupational or social skills due to poverty o,r poor education, or a lack of 'coping ability') (13) .
In addition to this set of patient factors the behaviour of health care practitioners must be considered. This behaviour may be influenced by such factors as the level of payment for psychiatric services, variation of payment schedules and perceived validity and utility of the reporting instrument.
However, as Kramer (7) points out, despite their limitations such operational data provide a firm starting point for planning and evaluating mental health programs. They demonstrate the extent to which available services are used and the characteristics of persons making use of them, and they may indicate the success or failure of such programs.
The data show a degree of psychiatric treatment activity which is much larger than had been initially anticipated, especially the volume of services delivered in the private sector to patients with explicitly psychiatric diagnoses.
Nevertheless an initial reaction to the number of patients seen in the two-year period may be that the estimates are too large, but it must be reiterated that these are probably conservative. Although the figure of 123,099 persons may seem rather high, it should be noted that the figures reported on psychiatric activity in Table I population in 1971, and 8.6 percent of the population in 1972. It is estimated that of the population resident in Saskatchewan 73.1 percent in 1971 and 76.3 percent in 1972 received some form of medical service from a fee-for-service medical practitioner (10) . Of those receiving medical service, 9.3 percent in 1971 and 10.2 percent in 1972 received some form of medical service for an explicitly psychiatric diagnosis. Given the normal age distribution of psychiatric patients, with relatively few in the under 20 age category, a more realistic estimate would suggest that, in any given year, at least 15 percent of the adult population of the province will have received medical treatment for a psychiatric diagnosis.
In terms of services delivered to patients, Wolfe and Badgley (14) in their detailed study of an urban Saskatchewn group practice (the Saskatoon Community Clinic), note that the number of visits assigned a psychological diagnosis varied from 9 percent to 14 percent between practitioners who assigned such diagnoses to 1I percent of their office visits. They spent 14.3 percent of their time on these visits and earned 14.5 percent of their office fees from this source. Of the patients seen in the group practice 19 percent were thought to have a psychiatric disorder as the reason for one or more of their visits. The great majority of these patients were diagnosed as having a psychoneurotic disorder. Approximately a quarter of the psychiatrically diagnosed patients were seen by the medical group's psychiatrist for consultation and treatment, but the majority (approximately 75 percent) were treated by the family physician.
The World Health Organization International Collaborative Study of Medical Care Utilization (WHO-ICS-MCU) as part of their international survey included a tenitem psychological malaise index. The index items were adapted from the Cornell Medical Index (1 I). Persons were considered to be reporting anxiety if they answered affirmatively to three or more of the questions. In the Saskatchewan study areas, which included the cities of Saska-73,426
65,418
Total Private Activity toon and North Battleford and rural areas surrounding North Battleford, it was found that the number of persons reporting anxiety was 128 per 1000 (4) . The WHO-ICS-MCV Saskatchewan area field work was conducted during the period June 1968 to May 1969. Expressing the rate per 1000 in terms of the estimated population of the province in 1969 would suggest that approximately 122,600 people in the provincial population reported a significant degree of psychological malaise. Relevant data from the existing literature indicate that there has been a significant increase in psychiatric services delivered in the province. The increasing numbers of patients seen by the public sector is directly related to changes in the organization and structure of those services, as well as changes in treatment methods (6) .
In terms of services delivered by fee-far-service practitioners, Cassell et al. Of equal interest to the question of the size of the psychiatric population in the province is the large number of people seen on an outpatient only basis. Almost 90 percent of the private sector patients in any one year are seen only as outpatients. In the public sector approximately 70 to 75 percent of the patients in any given year are seen only as outpatients.
There is a relatively high turnover of the psychiatric patient population with 43.4 percent of the two-year public sector population having no treatment in 1971 and 31.5 percent having no treatment in 1972. Of the two-year private sector psychiatric population, 43.6 percent had no 1971 treatment and 36.7 percent had no 1972 treatment. These "no treatment activity in an alternate year" values are substantially higher for patients treated on an outpatient only basis.
The vast majority of the provinical psychiatric population who are seen initially on an outpatient only basis remain as outpatients or become inactive cases. This is also true in the public sector.
In a separate study, based on the public Psychiatric Services Branch case and contact register over the time period 1966 to 1971, it was found that 8,070 people had an initial contact with the PSB as outpatients. Of these patients, 9.8 percent received some form of inpatient psychiatric care during this six-year period.
These data would suggest that the majority of persons seen for psychiatric reasons by medical practitioners are suffering from relatively minor psychiatric ailments and this raises the questions of the suitability of the service delivery system and of manpower substitution. Alternatively, it could be argued that these data (both the large number of outpatients and the considerable yearly turnover in the provincial psychiatric population) indicate that psychiatric problems are now essentially amenable to treatment.
Summary
For the purpose of examining patterns in the delivery of psychiatric services in the province of Saskatchewan during 1971 and 1972, a research data file was created containing data on all persons who had received medical treatment for explicitly psychiatric disorders: from PSB; from a physician paid on a fee-for-service basis under MCIC; and/or in a provincial general hospital. The resulting data file provides a history of the psychiatric care utilization behaviour of all patients who have been treated for a psychiatric illness in the province during the period January 1st, 1971 to December 31st, 1972, irrespective of the facilities in which this treatment was delivered. This data file, since it has keyed on explicitly psychiatric diagnoses and on diagnoses rather than type of service delivered, will give conservative estimates on the number of patients and patterns of contacts.
During the two-year period a total of 123,099 received some form of psychiatric treatment. There were six times as many patients seen by fee-for-service physicians as by the 'public' sector. In both sectors the majority of patients were seen on an outpatient basis. Patients in the 'private' sector were usually seen by general practitioners. There appear to be two relatively autonomous sectors involved in the delivery of psychiatric care to different population segments.
There was also a significant 'turnover' in the provincial psychiatric population, with patients receiving treatment in one year but not in the other.
The data could be interpreted to suggest that the majority of persons seen for psychiatric reasons by medical practitioners are suffering from relatively minor psychiatric ailments. This raises the whole question of the suitability of the service delivery system and the question of manpower substitution. Alternatively, it could be argued that these data, both the large number of outpatients and the considerable yearly turnover in the provincial psychiatric population, indicate that psychiatric problems are now essentially amenable to treatment.
Resume
Afin de se renseigner sur les modalites avec lesquelles, les services psychiatriques etaient dispenses en 1971 et 1972, en Saskatchewan on compila des donnees sur toutes les personnes qui avaientrecu des
